Screening for Antenatal Depression by Midwives in Low Resource Settings in Primary Care Settings in Malawi by Chorwe-Sungani, Genesis
Selection of our books indexed in the Book Citation Index 
in Web of Science™ Core Collection (BKCI)
Interested in publishing with us? 
Contact book.department@intechopen.com
Numbers displayed above are based on latest data collected. 
For more information visit www.intechopen.com
Open access books available
Countries delivered to Contributors from top 500 universities
International  authors and editors




the world’s leading publisher of
Open Access books







Depression by Midwives in Low




Depression significantly contributes to the disease burden of pregnant women.
However, depression is often under diagnosed by health professionals especially in
antenatal clinics. This is the situation in Malawi where there is no routine screening
for depression in antenatal clinics. Nonetheless, screening can enable the effective
management of pregnant women with depression at antenatal clinics. There is
therefore a need to integrate screening for depression into routine antenatal services
to enhance the early identification of antenatal depression and intervention to
improve and maintain the well-being of pregnant women and contribute towards
achieving the efforts of the Government of Malawi in scaling up the treatment of
depression.
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1. Introduction
Depression affects pregnant women during all stages of their pregnancy [1].
Currently, there is no reliable comprehensive epidemiological statistics about the
prevalence of depressive disorders during pregnancy in Malawi, though one study
in a rural district reported prevalence of depression as 10.7% (major depression)
and 21.1% (minor depression) [2]. These figures fall within prevalence range of
depressive disorders during pregnancy (8.3–41%) reported in sub-Saharan Africa
[3] with highest prevalence (47%) registered in rural parts of South Africa [4].
There are numerous risk factors which are linked to antenatal depression. In
Malawi, a previous study found that lower social support and intimate partner
violence were linked with antenatal depression [2]. Similarly, another study
revealed that being single, poverty, stressful life events, unplanned pregnancy,
childhood trauma, and intimate partner violence predicted antenatal depression [5].
Evidence indicates that antenatal depression and its associated risk factors may be
addressed through psychosocial interventions including screening to reduce burden
they may cause on an individual [2, 6]. Depression is often under diagnosed by
treating health professionals [7] which leads to poorer prognosis of co-morbid phys-
ical health conditions in primary healthcare settings [8]. This is likely to put pressure
on the poor resources available in antenatal clinics in low resource settings and add an
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additional burden to pregnant women themselves. The lack of routine screening can
also delay identification and treatment of women who are affected by antenatal
depression. Delayed diagnosis and treatment of antenatal depression may lead to the
early disruption of mother-infant relationships and prolong distress for a mother [6].
Antenatal depression thus causes adverse effects on the mother, family, and
community which necessitate interventions of health professionals. Screening for
depression can help in timely detection of pregnant women with depression [9].
Currently, there are many instruments for the screening of antenatal depression
that are validated in low resource settings [10–12]. Some of these instruments were
not specifically developed for use during pregnancy but have been used in these
settings. Nevertheless, screening instruments for depression must be accurate (be
sensitive and specific) in identifying individuals who have a condition [sensitivity
(Se)] and those without a condition [specificity (Sp)] [13].
Currently, pregnant women are not routinely screened for depression in antenatal
clinics inMalawi. However, mental health is integrated in general health care system at
policy level in Malawi [14], so that people could have increased access to mental health
services. This means that pregnant women should also receive mental health care at
antenatal clinics along with the usual antenatal care as needed. Services at antenatal
clinics in Malawi include history taking, physical and laboratory examination, antena-
tal drugs and vaccines and antenatal education [15]. This is similar to what happens in
South Africa where antenatal care generally focuses on physical examinations [16].
Integrating mental health with antenatal care requires midwives to assess and
deal with mental health problems affecting pregnant women in antenatal care
settings in Malawi. Nonetheless, some policy makers fear that mental health inter-
ventions may deter midwives from concentrating on other ‘priority’ interventions
[9]. Furthermore, many general health care workers, including midwives, in
Malawi are not confident and competent enough deal with mental health problems
[17]. Research studies have asserted that midwives may lack skills and confidence in
screening and treating antenatal depression [18]. This is corroborated by Mathibe-
Neke, Rothberg [19] who asserted that midwives from sub-Saharan Africa are not
skilled enough to assess and treat common perinatal mental disorders even though
they encounter many pregnant women with psychosocial problems. Nonetheless,
there is evidence that nurses and midwives can effectively intervene to reduce
depressive symptoms during pregnancy [6].
Dealing with antenatal depression can assist in achieving the 17 Sustainable
Development Goals (SDGs), particularly, goal number three which focuses on ensur-
ing healthy lives and promoting well-being for all ages [20]. The government of
Malawi is already making efforts to achieve SDG 3 (good health and well-being)
through the Essential Health Package (EHP) [21] which includes mental disorders as
priority conditions for the first time. The government has gone a step further in the
Malawi Health Sector Strategic Plan II 2017–2022 to emphasise the first line treatment
of depression for the entire population at community, primary and secondary levels
of care [22]. It is estimated that there are 847 767 people who are in need of treatment
for depression, and the Government has targeted providing access to treatment for 27
822 people by 2022 [22]. In this regard, the Government of Malawi has prioritised
research on mental health in the National Health Research Agenda for Malawi (2012–
2016) to promote the development of innovative and appropriate treatment strate-
gies for mental health problems affecting the population [23].
1.1 Antenatal care
Antenatal care includes the health assessment of pregnant women, encouraging
good health habits, addressing pregnancy related complications and providing
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social and psychological support [24]. The World Health Organisation (WHO)
recommends the implementation of new focused antenatal care which consists of a
minimum of eight contacts between the pregnant woman and the healthcare pro-
viders with their first contact during the first 12 weeks’ gestation, then following
contacts taking place at 20, 26, 30, 34, 36, 38 and 40 weeks’ gestation [25]. Malawi
adopted focused antenatal care more than a decade ago [15, 26] with the aim of
helping women to maintain normal pregnancies through identification of pre-
existing health conditions, early detection of complications arising during preg-
nancy, health promotion, disease prevention, birth preparedness and complication
readiness planning [27]. It encourages careful identification of pregnant women
with special health conditions or risk factors for complications [28]. As described in
literature, detection and treatment of diseases, is one of the essential elements of
care during pregnancy [29].
In Malawi midwives are frequently the first health professionals who could
identify antenatal depression, or to whom a pregnant woman with antenatal
depression or any other common perinatal mental disorders may go to seek for help.
The country has low mental health specialists to patients ratios (0.01 psychiatrists
per 100 000 and 0.22 psychiatric nurses per 100 000) [30] for more than16 million
people. This shows that pregnant women attending antenatal clinics may have
limited access to mental health specialists. Despite a gross shortage of mental health
specialists in the country, midwives therefore could participate in the detection of
pregnant women with depression when providing antenatal care.
1.2 Clinical and public health significance of antenatal depression
The lancet series on maternal mental health have established the clinical and
public health importance of antenatal depression [31–34]. There is evidence that
antepartum depression is highly prevalent in low resource settings [31]. Literature
show that antenatal depression is associated with increased rates of adverse child
outcomes in low resource settings where pregnant women have increased exposure
to risk factors for depression [35]. The adverse mental health outcomes for the child
include an increased risk of anxiety, depression, attention deficit hyperactivity
disorder, and conduct disorder [35]. It is documented that pregnant women with
untreated depression have a higher likelihood of obstetric complications, premature
deliveries, and low birthweight infants [34].
Antenatal depression and HIV infection form a vicious cycle, whereby the
symptoms of each disease worsen the status of the other, and each needs to be
sufficiently treated for the pregnant woman to become healthy [32]. It is of public
health concern that pregnant women with co-morbidity of depression and HIV
infection are less likely to adhere to antiretroviral therapy, which is critical for her
survival and prevention of HIV transmission to the child [33]. Stringer, Meltzer-
Brody [32] recommended integration depression-screening technique in antenatal
services that could identify a large proportion of affected women to break the cycle
of depression and HIV infection interaction. It is documented that integrating
mental health services into primary care may be the most viable way of closing
treatment gap for mental health in low resource settings [31]. An important step in
this direction is the incorporation of the capacity to prevent, recognise, and treat
depression within antenatal care [36]. This may help to meet the immediate mental
health needs of a pregnant woman, ensure better maternal and child outcomes, and
contribute towards success of HIV/AIDS services [32].
Integrated antenatal services aimed at identifying and treating women with
antenatal depression are needed because antenatal care is typically the first and only
time of interaction with the health care system for many women in low resource
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settings [31]. As such, antenatal care visits provide critically important opportuni-
ties for mental health interventions to occur. There is a need to develop protocols
for early identification, treatment and preventing the adverse effects of antenatal
depression in low resource settings because they do not exist [31]. There is also a
need to develop, refine and rigorously evaluate the predictive validity and reliability
of instruments for screening of antenatal depression in low resource settings [31].
2. Screening for depression
Screening is the application of an instrument to identify people at risk of a
specific condition among people who have not sought medical attention because of
symptoms of that condition to warrant further investigation or direct prevention
[37]. Literature suggests that it is reasonable to consider screening when the condi-
tion in question is significant and prevalent, can be effectively treated and cannot
be readily detected without screening [38]. Screening for depression encompasses
the use of instruments for measuring symptoms of depression to identify patients
who may have depression but who have not sought treatment and whose depression
has not already been detected by clinicians [38].
For screening to be successful, it must detect a substantial number of individuals
with undiagnosed depression and provide treatment to obtain sufficiently positive
results to justify the costs and potential harms associated with screening [38]. It is
documented that screening for depression in primary care requires the availability
of a lot of resources [9]. In low resource settings, allocation of resources to screening
activities could lead to a decline in the quality of care received by patients with
more severe depression and who are more clearly in need [38]. More importantly, it
is recommended that the WHO minimum criteria for screening should be met
before screening is implemented [39].
According to Andermann et al. [39], the following is the aforementioned
recommended minimum criteria for screening: [1] the screening programme should
respond to a recognised need; [2] the objectives of screening should be defined at
the outset; [3] there should be a defined target population; [4] there should be
scientific evidence of screening programme effectiveness; [5] the programme
should integrate education, testing, clinical services and programme manage-
ment; [6] there should be quality assurance, with mechanisms to minimise
potential risks of screening; [7] the programme should ensure informed choice,
confidentiality and respect for autonomy; [8]; the programme should promote
equity and access to screening for the entire target population; [9]; programme
evaluation should be planned from the outset; and [10] the overall benefits of
screening should outweigh the harm. This criteria clearly focuses at improving
clinical outcomes of individuals who participate in screening programmes,
including pregnant women.
This study complied with the minimum criteria for implementing screening in
many ways. Firstly, the aim of this study to develope a screening protocol was
response to a need for detecting antenatal depression and associated risk factors.
Secondly, the study clearly indicated that pregnant women attending antenatal
clinic as target population for the screening of depression. Thirdly, the evidence
about effectiveness of the proposed screening protocol for antenatal depression was
locally generated by this study some of it was gathered from literature. Fourthly,
this study minimised harm and ensured quality by submitting the proposal for
review to two research and ethics committees, allowing participants to give consent
for their voluntary participation in the study and ensuring privacy by not collecting
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personal details that could identify them during data collection. Pregnant women
who were diagnosed as having depression were refered to a psychiatric unit. Finaly
the protocol will be piloted to assess its clinical application and benefits and cost
before it is adopted for clinical use. It is hoped that the proposed screening protocol
will be used for screening depression in all pregnant women after its adoption.
Screening for depression is useful if it improves patient outcomes beyond those
of standard care [38]. However, the Canadian Task Force on Preventive Health Care
asserted that there is insufficient evidence about the benefits of screening to rec-
ommend routine screening of depression in adults in primary care settings [40].
The fact that there is insufficient evidence to recommend routine screening of
depression does not change the importance of depression as a condition that nega-
tively affects quality of life [41]. As such, clinicians in primary care settings should
be alert to the possibility of depression in patients with characteristics that may
increase their risk of depression [40, 41]. The American College of Preventive
Medicine upholds the United States Preventive Services Task Force (USPSTF)
proposal that all adults should be screened for depression in primary care settings
and that there should be collaboration between primary care providers and mental
health specialists to ensure accurate diagnosis and treatment of depression [42].
2.1 Screening for depression in antenatal clinics
During antenatal care, midwives have a duty to screen pregnant women for
various conditions [15]. Midwives are expected to routinely screen depression in all
pregnant women [43] to improve detection of antenatal depression [44]. There is
evidence that screening for depression during pregnancy may reduce depressive
symptoms among these women [45]. The American College of Obstetricians and
Gynaecologists recommended that pregnant women should be screened for ante-
natal depression using a standardised and validated instrument [46].
For the routine screening for depression in antenatal care to occur, there is a
need for standardised instruments for screening of depression to be designated for
use in antenatal clinics in Malawi. Internationally there is evidence that midwives
can effectively use instruments for screening of depression during antenatal care
[16]. Currently, there are reports which show that EPDS and SRQ are used in
research to screen depression during antenatal care in low resource settings [10].
However, screening instruments such as EPDS and SRQ are considered to be too
long and time consuming for routine screening [47]. This could present a problem
in busy antenatal clinics. In Malawi, antenatal clinics are usually staffed by one or
two midwives who attend to a multitude of pregnant women. Literature indicates
that antenatal clinics in low resource settings are understaffed, lack infrastructure
and do not have adequate instruments for assessing antenatal depression [19].
Screening protocols for antenatal depression could help midwives to implement
effective interventions systematically without adding to their workload [9] in these
busy antenatal clinics. Routine antenatal visits by pregnant women could provide an
appropriate time for antenatal depression screening [48]. Protocols for screening
antenatal depression which include instruments that are accurate, acceptable and
easy to use in busy, low resource settings therefore are needed [49].
However, midwives may consider screening for antenatal depression to be too
demanding and requiring too much effort and this may result in a decreased fre-
quency of screening [50]. The ideal timing and interval for screening for depression
is not known [51]. However, Wisconsin Association for Perinatal Care recommends
that screening of depression should be done at first antenatal visit and the third
trimester of pregnancy [52].
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2.2 Treatment for depression
Literature indicates that treatment for antenatal depression exists [53, 54]. A
systematic review found that drug therapy, acupuncture, the use of morning light,
individual psychotherapy, cognitive behavioural therapy, counselling and end psy-
chodynamic therapy are forms of depression treatment that are used during preg-
nancy [55]. In addition, systematic reviews and controlled clinical trials found that
various forms of psychotherapy [45, 54, 56–62], massage therapy [54, 61], exercise
[63, 64], and drug therapy [55] may be effective in treating depression during
pregnancy. This is supported by Whooley [65] who asserted that exercise and other
self-management strategies, behavioural activation, structured psychotherapy, and/
or pharmacotherapy are effective treatments for depression.
However, some authors of systematic reviews have argued that there is no
conclusive evidence on the effectiveness of these treatments for depression during
pregnancy [54–56]. All in all one can argue that the lack of evidence on effective-
ness of some treatments for depression during pregnancy does not mean that
antenatal depression cannot be treated but simply means that evidence is not
available.
2.3 Instruments for screening of depression
Screening for depression during pregnancy can be done using various instru-
ments such as EPDS [66], Hopkins Symptoms Checklist 15 (HSCL-15) [67], SRQ
[68] and Whooley’s Questions [69]. Most of these screening instruments were not
specifically developed for use during antenatal periods [66–68]. However, there are
also numerous instruments for screening antenatal depression that were also vali-
dated for use in low resource settings [70] (Table 1).
Screening instruments which were validated in specific settings have a high
likelihood of generating accurate results [71] and may reduce the under-detection of
depression in those settings. However, screening instruments are generally limited
in their accuracy [72] and their performance varies with populations or settings
[73]. For instance, previous studies found that EPDS had different levels of accu-
racy and validity in antenatal clinics in various countries [10, 70, 74–76].
2.4 Validity of screening instruments
The performance of screening instruments may vary with settings [73]. A con-
cern is that most instruments for the screening of depression were validated in high
S.No Screening Instrument AUC Se Sp
1 Beck Depression Index .87 .87 .74
2 Centre for Epidemiologic Studies Depression Scale 20 .82 .73 .79
3 Edinburgh Postnatal Depression Scale .97 .87 .92
4 Hamilton Rating Scale for Depression .86 .88 .75
5 Hopkins Symptoms Checklist 25 .86 .89 .8
6 Kessler Psychological Distress Scale 10 .95 1 .81
7 Self-Reporting Questionnaire .83 .76 .81
Source: Chorwe-Sungani and Chipps [70].
Table 1
Summary of screening instruments that were validated in low resource settings.
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income countries (HICs) whose contexts are dissimilar from those of low resource
settings [77]. For example, there is evidence that the Edinburgh Postnatal Depres-
sion Scale’s (EPDS) discriminant ability in detecting antenatal depression varies
according to settings [74–76]. The two most commonly used instruments in low
resource settings, namely the EPDS and the Self Reporting Questionnaire (SRQ),
were reported to be easy to administer to pregnant women by interviewers in
Malawi [10]. However, evidence is emerging that some health professionals may
find screening instruments which have 5 or more items as long, cumbersome and
time consuming for routine screening [47]. Ultra-brief screening instruments (hav-
ing 4 or less items) can promote screening for depression in busy antenatal clinics
[78] and screening instruments with binary questions such as Whooley’s questions
are less time consuming and easy to score [49].
It is documented that screening instruments which require individuals to choose
more than 2 responses for each question may not be easy to apply among illiterate
pregnant women in Malawi [10]. These screening instruments should be valid to
assist health professionals to effectively detect antenatal depression [38, 79]. A
validation process through the application of a gold standard (a clinical diagnostic
assessment) is required to confirm a diagnosis of depression among pregnant
women who test positive on a screening instrument.
Midwives should use valid screening instruments for them to effectively detect
pregnant women with antenatal depression. A valid instrument should have an
ability to measure what it is supposed to measure [80] and this is determined by its
Se, Sp, PPV and NPV [81]. The sensitivity of a screening instrument refers to the
proportion of people with disease that are correctly identified (true positives) by
the instrument while specificity is the proportion of people without the disease who
will have a negative result (true negatives) [71]. Sensitivity and specificity of a
screening instrument are determined by comparing the results of the instrument
against the outcomes of a gold standard. A gold standard is the single instrument
(or a combination of instruments) that is considered the current preferred
method of diagnosing a particular condition [82]. A good screening instrument
should have both high sensitivity and specificity [83]. Nevertheless, sensitivity and
specificity of a screening instrument are often in balance (trade off) and can vary
with optimum cut off scores which are determined through using a Youden index
[84, 85].
Both sensitivity and specificity are equally important although a screening
instrument can be very specific without being sensitive, or it can be very sensitive
without being specific [83]. It is recommended that a suitable screening instrument
should have a minimum acceptable balance of Se/Sp (.8/.7) [86]. However, the
sensitivity and specificity of a screening instrument has limited use in clinical
practice when compared to PPV and NPV because they do not help clinicians to
estimate the probability of disease in individual patients [71]. PPV and NPV mea-
sure the likelihood that a positive or negative screening result is accurate for an
individual [53]. PPV and NPV of a screening instrument depend on the prevalence
of disease in a population so that PPV increases with increasing prevalence of
disease and NPV decreases with increasing prevalence [82].
These predictive values are more useful measures of diagnostic accuracy in
routine clinical practice because they assist a clinician to know the probability of a
correct diagnosis being made [71]. An instrument which has high sensitivity and
NPV ‘rules OUT’ the disease while the one with high specificity and PPV ‘rules IN’
the disease [82]. Thus a highly sensitive screening instrument is most helpful to the
clinician when the result is negative because an individual who screens negative is
very unlikely to have the disease [71]. Similarly, a screening instrument with high
specificity is also most helpful to the clinician when the result is positive because an
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individual who screens positive is likely to have the disease. Literature indicates that
a screening instrument cannot be valid without it reliably and consistently measur-
ing what it is supposed to measure [87]. This suggests that for effective screening of
depression in antenatal clinics, clinicians must utilise accurate screening instru-
ments. Screening for antenatal depression using valid instruments can assist health
professionals to accurately identify pregnant women who need mental health inter-
ventions [79].
Accuracy refers to the degree to which a measurement represents the true value
of the attribute being measured, and can be determined by comparing results from
a screening instrument with results generated by a gold standard using scores for
area under curve (AUC) [88], sensitivity and specificity [89]. In this context valid-
ity and accuracy may be used synonymously. AUC scores are used to categorise the
accuracy of a screening instrument as low (0.5–0.7), moderate (>0.7–0.9) and high
(>0.9) [90]. The higher the AUC score, the more accurate a screening instrument is
in detecting individuals with or without the condition being tested [83]. As such,
highly accurate instruments are necessary for the screening of depression in ante-
natal clinics [70]. In addition, these screening instruments should be quick and easy
to use in low resource settings [8, 78].
3. Ethics of screening
Health professionals, including midwives, are required to deal with diverse
ethical issues when new intervention strategies are developed because they may be
unfamiliar with the ethical standards associated with the new practice [91]. It is
documented that screening may do more harm than good and it is ethical for
clinicians to ensure that the benefits from the screening of each individual must
outweigh the harm [39]. Potential harms from routine screening for depression
include the treatment of depression in individuals who are incorrectly identified as
having the condition, and the treatment of mild symptoms that would often resolve
without intervention [38]. As such, clinicians must be open and honest in telling
their clients about the accuracy of screening instruments [91] in detecting antenatal
depression. According to Sjögren [72], screening instruments are generally limited
in their accuracy and interpretation of their results may lead to incorrect conclu-
sions such that if the result is falsely negative, the individuals will consider them-
selves healthy, when they are actually ill, or if the result is falsely positive, a healthy
individual will leave the practice with a false diagnosis.
3.1 Ethics of screening for depression
Screening for depression should include the provision of depression care
support apart from those targeted at improving the effectiveness of treatment
[92]. It should also ensure that an individuals’ rights to informed choice,
confidentiality and autonomy are respected by clinicians [39]. It is important
that individuals should provide fully informed consent and be assured of
confidentiality before they are screened for [91] depression. Literature suggests that
screening and referral for depression within the clinical settings makes it difficult
for clinicians to maintain confidentiality [93] about a client’s information. Clinicians
have an ethical responsibility to ensure that the findings of screenings are not
misunderstood or misused in manner that is detrimental to their client’s well-being




3.2 Ethics of screening for depression in antenatal clinics
Screening for depression during pregnancy may evoke a lot of ethical questions
that need to be answered before midwives start implementing screening
programmes. For instance, false positives may be of ethical concern because they
may add a burden to pregnant women and to clinical services. Screening may result
in the use of medications, many of which can cause adverse effects [94] in pregnant
women who are falsely detected as having depression. As such, a screening
programme must be socially acceptable and must be at an acceptable cost [95] to
pregnant women and their families. It is possible that some pregnant women may
be placed on anti-depressant medications unnecessarily and will consequently be
exposed to the negative side effects associated with these drugs [38]. However,
when screening for antenatal depression, a higher level of false positives may be
considered acceptable as, ethically, it would seem better not to miss a pregnant
woman who needs treatment and support. As described in literature, it is possible
for clinicians to exclude false positives from unnecessary treatment by conducting a
further diagnostic assessment (gold standard) on all individuals, who screened
positive, to confirm the presence of the disorder [94, 96, 97]. This is corroborated
by Thombs, Coyne [38] who asserted that individuals who screen positive for
depression need further assessment and, if confirmed, should be offered treatment.
A drawback is that the infrastructure and human resources required to imple-
ment an effective screening programme can be so costly that allocation of scarce
resources demand the appropriate application of ethical principles of justice and
equity [39]. It is documented that it is unethical to screen individuals without
providing them with relevant interventions because it deprives them of rights to
control their own lives and access to treatment [91]. Pregnant women who are
diagnosed with depression may be discriminated or socially rejected by society [98].
It is an ethical concern that after screening, a substantial proportion of women
diagnosed with false positives may experience discrimination, self-stigma, and
stress for unjustifiable reasons [91]. Although little is known about the possible
“nocebo effect” of telling individuals who are otherwise not specifically concerned
about their mental health that they have depression [38], a label of antenatal
depression may negatively affect personal identity, relationships and the self-
esteem of pregnant women [91]. The “nocebo effect” occurs when verbal sugges-
tions of an adverse outcome can lead to the onset or exacerbation of symptoms [99].
The new label of having antenatal depression may influence the future goals of
individuals and the type of support they may receive from significant others [91]. It
is documented that individuals labelled with mental illness may lose their sense of
entitlement to participation in community activities [98]. It is possible that preg-
nant women, who screen positive for depression, may start distancing themselves
from others, in anticipation of the associated stigma of depression, and this may
negatively impact on their utilisation of antenatal and other social services. There is
evidence which shows that stigmas due to a diagnosis of depression is one of the
barriers to treatment among women [100]. However, opposing evidence showed
that pregnant women who participated in screening for antenatal depression did
not feel stigmatised, labelled or distressed by the screening process [101]. This is
corroborated by Siu, Bibbins-Domingo [51] who asserted that the negative effects of
screening for depression in adults is small or sometimes non-existent.
4. Cultural aspects of depression and treatment in Malawi
In Malawi, all communities have their own explanations for illness. It is believed
that mental disorders such as depression is caused by witchcraft, possession by
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spirits and ‘evil eye’ (punishment directed at a person by another person or a
supernatural being) [102]. In addition, ‘Chauta’ (God) may punish wrongdoers
who violate taboos [102]. Mental disorders may be caused by parents performing
culturally disapproved forms of sexual intercourse such as not abstaining from
sexual activity from seventh month of pregnancy until six months after delivery to
prevent the child from suffering from mental disorder [103]. This shows that
cultural beliefs should be considered as one of important factors which influence
mental health interventions [104].
People may have negative cultural beliefs about mental disorders embedded in
their community. Cultural beliefs related to mental disorders may affect the way the
mentally ill person is handled locally [102]. Explanations of mental disorders, be it
witchcraft, angry ancestors, will of God determine the acceptance of affected per-
son’s condition [103]. People who believe in witchcraft as a cause of mental disor-
ders may have no hope about recovery in the absence of traditional medicine [104].
It is believed that pregnant women should avoid conflict with others because they
may bewitch her to cause delay and complications in labour [105]. It is documented
that people who fear witchcraft avoid offending other people who might use mag-
ical charms to retaliate [102]. Stewart, Umar [105] found that witchcraft was
considered as a very real danger that makes a pregnant woman and her unborn baby
vulnerable to illness.
Traditional healers use charms, herbs or mental suggestions to treat mental
disorders [102]. However, stigma towards mental disorders exists in Malawi [106]
such that treatment may not be sought for an individual with depression who is not
causing any trouble [102]. Furthermore, when people are sick, they want to know
cultural explanations of their sickness such that they consult traditional healers
before going for western medicine, or use both to be on the safe side [102]. This
may suggest the need for developing culturally appropriate mental health interven-
tions [106] for screening and treating of depression in pregnant women and other
populations in the country.
There is evidence that the pathway to psychiatric care for patients with psycho-
logical problems in Malawi is comparable to other developing countries whereby
traditional healers and paramedics play a significant role [107]. However, many
cultural beliefs related to mental disorders are being challenged [102] and there is
high utilisation of health services for people with common mental disorders in the
local Primary Health Care settings [108]. This may suggest that screening for
depression in local antenatal clinics may be feasible despite the prevailing cultural
beliefs on mental disorders. In Malawi, mental health services are provides in all
health centres, district hospitals and central hospitals across the country [17].
5. Task shifting in screening of antenatal depression in low resource
settings
Mental disorders are underdiagnosed by primary care health workers in low
resource settings, where mental health specialists are scarce [31]. This poses a
challenge to integration of screening of depression into antenatal care. However,
literature suggests task shifting approaches could be used to effectively deliver
mental health care in primary health care settings [109]. Task shifting refers to the
rational redistribution of tasks among health workforce teams, with specific tasks
moved from highly qualified health workers to health workers with shorter training
and fewer qualifications in order to make efficient use of the available human
resources [110]. In task shifting, tasks are shifted from health workers with more
general training to workers with specific training for a particular task [111]. For
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instance, non-specialist health professionals or lay workers able to detect, diagnose,
treat, and monitor individuals with mental disorders after receiving brief training
and appropriate supervision by mental health specialists [109]. This may help to
mitigate the impact of health worker shortages an may provide an opportunity for
establishing equitable and sustainable health systems in low resource settings [110].
Task shifting aims at increasing the number of health care services provided at a
given quality and cost, or providing the same level of health care services at a given
quality at a lower cost [111]. As such, task shifting may be of essence in this study
because it proposes the inclusion of screening of depression in antenatal services
which requires midwives to take up new tasks of detecting and treating of antenatal
depression. In Uganda, nurses who run health centres diagnose and prescribe in
addition to their usual nursing and midwifery duties [110]. Similarly, anecdote
reports indicate that task shifting makes nurses/midwives in Malawi, especially
those deployed in health centres, to operate beyond their scope of practice because
circumstances demand that they do patient assessment, diagnosis and prescribing.
This underscores the importance of having relevant policies and legislations to
regulate the implementation of task shifting without compromising quality of care
[110] in antenatal clinics.
In line with task shifting, the WHO recommended that the provision of mental
health services in primary care should be the responsibility of primary care workers
such as nurses and midwives who must receive ongoing training and supervision
from specialist mental health specialists [112]. This is corroborated by Honikman,
van Heyningen [16] who found that midwives were able to screen for depression
and refer pregnant women appropriately after receiving some training in South
Africa. Non-specialist health workers can effectively detect, diagnose, treat, and
prevent common and severe mental disorders [109]. It is documented that task-
shifting mental health interventions from specialised to non-specialised health
workers to treat common mental disorders could expanding access to mental health
care [112]. Furthermore, task shifting can substantially reduce the expected number
of health care providers otherwise needed to close mental health service gaps at
primary health care level in low resource settings [113].
However, task-sharing should not be viewed as an “outright solution” to the
human resource crisis in low resource settings because specialist services will always
be required regardless of the innovativeness and effectiveness of task shifting
approaches in reducing the mental health treatment gap [112]. Considering that
midwives in antenatal clinics in low resource settings are overburdened with
increased workload [19], there is a need to ensure that task shifting happens in a
team, based on which cadres are available, which tasks need to be undertaken and
who has which competencies [110]. This study proposed that midwives who are
readily available in antenatal clinics and mental health specialists-though scarce-
should collaborate when screening for antenatal depression.
In Malawi task sharing initiative which involved lay health workers in providing
mental health services led to the establishment of a new service within the commu-
nity which increased access to mental health services [114]. The lay health workers
received mental health training and were supervised by health professionals. There
was increase in detection of people with severe mental illness by lay health workers.
Lay health workers were also able to treat or refer patients with distress based on
their assessment. However, the decision to refer patients to a district hospital was
made by professional health workers. This is a local mental health initiative on
which may inform successful implementation of the proposed screening protocol
for antenatal depression in the country.
Best-buy interventions may be another approach of implementing mental health
services in antenatal clinics. These interventions emphasise cost effectiveness,
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feasibility, affordability and scalability [115]. Implementation of buy-in interven-
tions depends on appropriateness of setting, capacity of system to deliver a given
intervention to a targeted group of people, technical complexity of intervention and
acceptability. It is hoped that screening of depression using the proposed screening
protocol would be best-buy interventions because it will be integrated in usual
antenatal care provided by midwives. However, mental health specialists remain
key in screening of antenatal depression due to complexity of its diagnostic assess-
ments and treatments. This may suggest the importance of utilising task sharing
when providing best buy-interventions.
Mantal health services have traditionally been offered in psychiatric institutions.
Nonetheless, the proposed screening protocol for antenatal depression suggests provi-
sion of mental health care to pregnant women in unconventional settings of care.
Interventions in unconventional settings model focuses on expanding care beyond
traditional locales of service into settings where individuals attend [115]. Provision of
care in unconventional settings openmultiple opportunities to reach out to individuals
or populations not otherwise served. However, implementation of this approach in
local antenatal clinics may increase workload for midwives who are already burdened.
6. Screening algorithm
This section present a screening algorithm that can facilitate provision of maternal
mental health care that is not readily accessible to pregnant women inMalawi [116]. It
is underpinned by the proposition that routine screening in antenatal clinics improves
detection of pregnant women with depression and that midwives can be trained to
effectively screen for antenatal depression, offer psychoeducation and, make appro-
priate referrals. The aim of the algorithm is to improve the health of pregnant women
and the child they are expecting. The algorithm includes aim, rationale, scope, objec-
tives, principles underpinning algorithm, and components of algorithm.
6.1 Rationale for the algorithm
The algorithm will ensure a standardised and quality assured approach for
detecting and dealing with pregnant women who have or are at risk of developing
depression. It will make it possible for midwives to detect pregnant women with
depression at an early stage and be able to put in place appropriate support systems
for these women. In addition, the algorithm allows for the involvement of the
pregnant women and their families in discussions about their care and treatment
options. Furthermore, it ensures that information about pregnant women with
depression is documented and shared appropriately with all relevant practitioners
providing care. Collaborative care for adults with depression which produces sub-
stantial clinical improvements and has a high prospect of long-term cost savings is
recommended. Collaborative care of depression includes a systematic,
multicomponent, and team-based approach that strengthens and supports self-
care, while assuring that effective medical, preventive, and health maintenance
interventions take place to improve the quality and outcome of patient care. There-
fore, the Algorithm recommends effective collaboration of antenatal services and
mental health services for effective screening of antenatal depression.
6.2 Scope of the algorithm
The Algorithm is specifically designed for pregnant women with depression and
it is not intended to cover the whole spectrum of pregnant women with other
12
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mental disorders. It focuses on improving the quality and accessibility of maternal
mental health care by integrating routine screening for depression into antenatal
services so that pregnant women with, or at risk of, depression are timeously
detected, and the appropriate treatment can commence. The Algorithm is intended
to reflect optimum practice in routine screening for depression and the manage-
ment of pregnant women at risk or with depression in antenatal clinics in Malawi.
6.3 Objectives of the algorithm
The objectives of the Algorithm are to:
1.Detect pregnant women who have or are at risk of depression in local antenatal
clinics;
2.Refer pregnant women, who have been detected with depression, to the
relevant mental health services.
6.4 The principles underpinning algorithm
The following principles will enable the Algorithm to be useful in the context of
antenatal clinics in Malawi:
1.The Algorithm should facilitate human rights based screening for depression
which will ensure early identification and treatment.
2.The Algorithm should be based on the clinical needs of pregnant women and
clinicians involved in the provision of health services in antenatal clinics.
3.The Algorithm should be owned by the midwifery profession which should
take a leading role in lobbying for the integration of routine screening for
depression into antenatal services and policy.
4.An implementation plan for the Algorithm need to be developed.
6.5 Algorithm for screening
The Algorithm, to ensure an effective andmultidisciplinary approach to routine
screening of depression in antenatal clinics, is diagrammatically presented in Figure 1.
6.6 Components of the algorithm
The components of the Algorithm include: antenatal services and antenatal care
assessment; midwives’ functions, screening instruments andmental health assessment.
6.6.1 Antenatal services and antenatal assessment
Midwives provide antenatal services to the majority of women in Malawi. These
services include antenatal assessment, encouraging good health habits, addressing
pregnancy related complications and provision of psychosocial support. The World
Health Organisation (WHO) recommends that antenatal care should consists of
four visits for normal pregnancies with the first visit in the first trimester (before
12 weeks but not later than16 weeks) and subsequently at 24–28 weeks, 32 weeks
and 36 weeks. An antenatal assessment includes taking a psychosocial, medical and
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obstetric history; a complete general and obstetrical examination; screening for HIV
and Syphilis; and testing for proteinuria, blood/rhesus group and bacteriuria. His-
tory taking provides the midwife with an opportunity to screen for depression
during the antenatal assessment.
6.6.2 Midwives functions
The functions of a midwife in screening for antenatal depression include:
Screening for depression of all pregnant women attending antenatal clinics and
to facilitate the management of those detected with depression;
• Appropriately referring pregnant women with probable depression for mental
health assessment using Algorithm pathway;
Figure 1.
Algorithm for screening of antenatal depression.
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• To be a resource person for other healthcare professionals in the care of
pregnant women undergoing screening for antenatal depression;
• To provide information about the screening for antenatal depression and
available specialist support services to pregnant women and their families;
• To liaise with the relevant members of the multidisciplinary team to facilitate
the effective screening for depression; and provision of appropriate care and
support for pregnant women with depression in antenatal clinics;
• To maintain a knowledge base in screening for antenatal depression by
attending in-service training, undergoing continuous professional
development sessions and attending relevant conferences;
• To provide education and training related to screening for depression to all
staff in antenatal clinics;
• To maintain a register of results, of the screening for depression done, in
antenatal clinics and produce reports to relevant authorities;
• To participate in the development of policies, procedures and guidelines
related to screening for depression in antenatal clinics; and
• To monitor quality and effectiveness of screening for depression inantenatal
and take effective action to address issues and promote quality.
6.6.3 1Screening instruments
Algorithm recommends the use of the 3-item screener and the SRQ to screen for
antenatal depression in the local setting.
6.6.3.1 The 3-item screener
6.6.3.1.1 Instructions
Remember - The 3-item screener is a screening instrument and should never over-
ride clinical judgement. A Self Reporting Questionnaire (SRQ) should be administered
to confirm caseness of pregnant womenwho screen positive on the 3-item screener.
6.6.3.1.2 Administration
1.Administer either Chichewa or English versions of the 3-item screener
depending on the language which a client can easily understand.
2.Read the questions aloud to the pregnant woman and ask her to respond ‘Yes’ or
‘No’ depending on how she is feeling now or has been feeling in the pastmonth.
3.Circle the response given by a woman against the corresponding question
4.All the 3 items in the 3-item screener must be completed.
5.Care should be taken to avoid the possibility of the pregnantwomandiscussing her
answers with others. (Answers should come directly from the pregnantwoman)
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6.6.3.1.3 Scoring
1.Each question is scored with a 0 for ‘No’ (AYI) or 1 for ‘Yes’ (EYA).
2.The higher a score is, the more likely the woman is experiencing some level of
antenatal depression.
3.When validating the 3-item screener in antenatal clinics in the Blantyre
district, optimum cut off score of greater than 1 was used.
4.Administer SRQ to all pregnant women who score 2 or more on the 3- item
screener. If the 3-item screener score is 1 or less, stop.
16
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6.6.3.2 Self-Reporting Questionnaire (SRQ)
6.6.3.2.1 Instructions
Remember - The SRQ is a screening instrument and should never override
clinical judgement. A diagnostic mental health assessment should be done to
confirm presence or absence of depression.
6.6.3.2.2 Administration
1.Administer either Chichewa or English versions of the SRQ depending on the
language which a client can easily understand.
2.Read the questions aloud to the pregnant woman with low literacy and ask her
to respond ‘Yes’ or ‘No’ depending on how she has been feeling in the previous
4 weeks.
3.Circle the response given by a woman against the corresponding question
4.All the 20 items in the SRQ must be completed.
5.Care should be taken to avoid the possibility of the pregnant woman discussing
her answers with others. (Answers should come directly from the pregnant
woman)
6.6.3.2.3 Scoring
1.Each question is scored with a 0 for ‘No’ or 1 for ‘Yes’.
2.The higher a score is, the more likely the woman is experiencing some level of
antenatal depression.
3.Standard cut off score of 10 or greater is recommended as an indicator of
possible depression [117]
4.When validating SRQ in antenatal clinics in the Blantyre district, optimum cut
off score of greater than 9 was used.
5.Refer for diagnostic mental health assessment all pregnant women who score
10 or more on SRQ.
6.If a pregnant woman scores 1 specifically on questions 16 or 17, immediate
action is needed. An immediate emergency referral to a mental health
professional may be the most appropriate next step if a patient has suicidal
ideation.
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7. Conclusion
Depression significantly affects women during pregnancy and may lead to
adverse outcomes. Screening for depression does not usually form part of antenatal
care in low resource settings. Midwives in these settings may often have limited
consultation time to screen for depression due to inadequate human and material
resources. Antenatal depression is highly prevalent among pregnant women living
with HIV. Antenatal depression also remains an important condition which nega-
tively affects pregnant women’s quality of life, but one that may respond to treat-
ment. Numerous instruments are validated for screening antenatal depression in
low resource settings although they were developed in high income countries.
When screening, a short screening instrument can be used for initial screening with
only positives screens being referred for more detailed screening. This would allow
for a distributed workload in busy antenatal clinics. For effective screening for
depression to be achieved in antenatal clinics, screening protocols for depression
should be integrated into standard antenatal care. Successful implementation of the
proposed screening would require implementation of relevant task shifting
approaches that to effectively deliver mental health care in local settings. Ethical
questions may arise around screening for depression during pregnancy as there is
the potential that it may cause harm. However, the extent of harm from screening
for depression is negligible or at times non-existent. Despite the prevailing cultural
beliefs on mental disorders, screening for depression in local antenatal clinics may
be feasible. Antenatal care contacts provide opportunities for screening depression
and there is a need to develop protocols for early detection, treatment and
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